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People with chronic obstructive pulmonary disease (COPD) live with a gradually increasing burden of disabling physical symptoms (especially breathlessness), compounded by comorbidities, psychological distress and social isolation.
1-3
Historically, the needs of people with COPD have been poorly addressed by health care services. 4 
Yawn et al in this issue of Chronic Obstructive Pulmonary Diseases:
Journal of the COPD Foundation are right to highlight therapeutic nihilism as a barrier and to welcome dramatically improved attitudes and beliefs amongst primary care professionals attending training courses.
'Silence' of Patients and Professional Nihilism
Definitions of the word nihilism emphasize rejection of reality and meaning, 6 which may seem extraordinary in the context of a disease with such a profound burden on patients and health care services. Yet, professional nihilism mirrors a recognized tendency for people with COPD to remain silent about their physical and social disabilities, 7,8 challenging us to consider why, in contrast to many other conditions, COPD seems to attract such inertia.
Qualitative research has highlighted that the disabling symptoms and psychosocial consequences develop imperceptibly with no clear beginning; a lifetime of slow, but inexorable decline punctuated by exacerbations.
2,8 Patients tend to normalize their limitations as the result of old age, 8 about which "nothing can be done."
7 Recalibration of expectations as an adaptive coping strategy, 2,9 may contribute to an undemanding acceptance of their circumstances.
8,10
There is some evidence documenting the perceptions of professionals about COPD and exploring why therapeutic nihilism has been such a feature. The perception of COPD as the self-inflicted result of lifestyle choice, 11 patients' resistance to treatment and reluctance to accept help, 12 and a lack of drugs that can slow or reverse the process, are beliefs that shape attitudes, but in addition there is some evidence that clinicians share the tendency to normalize the situation. 
Multimorbidity is the Norm
The respondents in Yawn et al's paper highlighted that patients may fail to report increasing dyspnea if they attribute their increasing symptoms to other long-term conditions.
5 Similarly, professionals may struggle to establish the relative contributions of COPD, heart failure and anxiety to patients' symptoms of breathlessness. Multimorbidity is not an uncommon scenario; most people with COPD have at least one additional long-term condition, and many will have multiple morbidities with confusing or contradictory lifestyle and treatment demands.
16 Relevant evidencebased advice on management of multimorbidity is scarce with most trials and guidelines focusing on the treatment of single diseases, though the international COPD guidelines are an important exception with a chapter on common comorbidities. 13 more, may scarcely notice the slow deterioration in their patient over the years and unwittingly collude with the silence. Professionals and patients may both adapt their perceptions of needs and what it is possible to achieve.
Models of care for people with COPD, therefore, need to be proactive, assess physical, psychological, social and spiritual needs, and facilitate palliation of symptoms and provision of care according to needs that evolve over a lifetime. For professionals this is more than overcoming therapeutic nihilism; a conscious decision to adopt a holistic approach through patient collaboration and partnership is required.
12

Physical, Psychological, Social and Spiritual Care Needs
Recent advances in pharmacological treatments that enable physical disability (especially breathlessness) to be eased and exacerbations reduced may have contributed to the reduction in nihilism as both professionals and patients realize that "something can be done."
13 Pulmonary rehabilitation relieves dyspnea and fatigue, improves emotional function and enhances the sense of control that individuals have over their condition 14 ; findings that were reflected in positive responses from 80% of the respondents to Yawn et al's survey. More challenging to manage are the social impacts of the disease. An international survey of people of working age in 6 countries revealed that 40% had retired prematurely on health grounds incurring estimated lifetime income losses of $316,000.
1 As lung function deteriorates, the impact on quality of life and activities of daily living increases, resulting in social isolation both for the patient and their caregiver.
2,8
Holistic support should cover all aspects of the disease and be offered routinely throughout the life-long course of the disease as an integral component of good management of a long-term condition.
10
Addressing Tobacco Dependence
A major omission from Yawn et al's survey is a question about attitudes towards smoking. As the only intervention that will improve the long-term prognosis of COPD, 12 supporting smoking cessation is not only vital for the individual but is a cost effective intervention for health care systems. The London Respiratory Team's value pyramid estimates the cost per Quality Adjusted Life Years (QALY) of providing smoking cessation as a fraction of the cost of triple therapy with bronchodilators and inhaled steroids (see Figure   1 ). 15 Again, attitudes will need to change. Redefining smoking as a relapsing long-term condition of tobacco dependence that can be addressed with behavioral support plus pharmacotherapy may help to overcome professional nihilism and encourage clinicians routinely to ask, advise, assess, assist and arrange support for people with COPD (and many other smoking-related conditions) who wish to quit.
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Volume 3 Providing individually tailored advice for people with multimorbidity is a key role of the generalist family physician who is well placed to review polypharmacy and guide patients through (potentially conflicting) management strategies.
17 For example, troublesome arthritis may prevent the exercise that will benefit the COPD. Pulmonary rehabilitation improves exercise tolerance and quality of life, 14 and can improve psychological morbidity, 18 but patients with depression may not accept referral, or fail to complete the course.
19
Professionals should initiate a dialogue about the social and psychological benefits of pulmonary rehabilitation along with discussions of the the improved functioning it provides.
20
Spirometry and/or Symptoms
In line with guideline recommendations, 85% of the physician respondents to the survey considered spirometry to be "important" in establishing a diagnosis of COPD.
5 The quarter of professionals who said that they used trials of bronchodilators or inhaled steroids may, of course, have been trying to exclude asthma (an important differential diagnosis), though it is not clear from the responses whether the success (or otherwise) of the trial was judged by repeated spirometry or symptomatic improvement.
Reliance on symptoms may reflect lack of easy access to spirometry, but it may also reflect a concern amongst the clinicians that lung function is not the only important parameter to measure. International guidelines have adopted a fixed forced expiratory volume in 1 second/ forced vital capacity (FEV1/FVC) ratio as their definition of obstruction which overlooks the natural fall in the ratio as a result of normal ageing, 21 and risks classifying normal elderly as having COPD. A study from a primary care population in Sweden classified 22.5% of the participants (aged 60-93yrs) as having COPD using a fixed FEV1/FVC ratio, compared to 10.1% using lower limit of normal.
22 Primary care clinicians are likely to be aware of the risk of medicalizing old age, and may wish to follow the advice of the U.K. guideline and interpret objective measurement of lung function in the light of symptoms.
23
Person-Centered Consultation Skills
Yawn et al's survey was conducted during a continuing medical education event prior to a 60-90 minute update on COPD management. Knowledge imparted in a lecture, however, will not be sufficient to enable clinicians to provide patient-centered consultations in order to tailor care to the needs, preferences and goals of the individual. Provision of training in communication, motivational interviewing and behavior change skills are needed to facilitate a holistic focus on patient health.
24 Audit and feedback can support the practice of newly learnt skills and facilitate a change in clinical practice and improved delivery of patient-centered care.
25 Professionals trained to work in partnership with patients, can support patients to become more knowledgeable, capable, confident and motivated to make the changes that will improve their day-to-day condition and health.
26
Conclusion
COPD is a major cause of disability and there is no place for nihilism. However, if we are to optimize the potential benefits there is a need to look beyond therapeutic nihilism to tackling tobacco dependence and addressing the (often unspoken) psychological, social and spiritual needs of people with COPD. Primary care with its focus on multimorbidity and the individual patient within their family is well placed to take on the challenge. The marked change in attitude between 2007 and 2014 is encouraging: but if we are truly to make a difference in the lives of people with COPD and their families, it does not go far enough.
